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INVERSION OF THE UTERUS
A REPORT OF THREE CASES AND THE USE OF CHEMOTHERAPY*
HERBERT THOMS
Inversion of the uterus following childbirth is one of the grave
complications of pregnancy. Fortunately, it is a relatively rare
event, but that the possibility of its occurrence must always be con-
sidered is witnessed by the report of Fisher, who in 1925' collected
38 cases occurring in a period of 35 years in one urban area.
The fundamental underlying cause of uterine inversion is the
relaxation of the upper uterine segment combined with an abnormal
relaxation of the lower uterine segment or cervix. In the majority
of instances the chief contributing factor is the mismanagement of
the third stage of labor, usually consisting of improper fundal pres-
sure or the kneading of a relaxed uterus in an effort to expel the
placenta. Traction on the cord or a part of the placenta obviously
constitutes a contributing factor, and retained placental tissue, intra-
uterine tumors, and placenta accreta may be predisposing conditions.
However, a certain incidence of uterine inversion seems to be
unavoidable and may occur even in expert hands, the so-called spon-
taneous inversion. Such instances may result from sudden intra-
abdominal pressure incident to sitting up, coughing, vomiting, etc.
Three varieties of inversion of the uterus are usually described;
acute, subacute, and chronic. The possibility of the existence of
acute inversion must always be considered in any patient who presents
symptoms of hemorrhage and shock after delivery and in whom the
fundus uteri cannot be palpated abdominally, for partial inversion
can occur and the inverted uterus may not appear externally. In
Harer and Sharkey's record' of 21 cases of acute inversion the most
frequent cause was suprafundal pressure applied to the relaxed uterus
in an effort to expel the placenta. Nine deaths in this series attest
the seriousness of the condition.
The following brief report of acute uterine inversion came
recently to the author's notice and illustrates the facility with which
the accident can occur. A primigravid white woman was delivered
spontaneously of a 2885 gm. infant after an uneventful labor of
13>2 hours. Following delivery the placenta apparently separated
slowly, and a portion of the organ presented at the vulva accom-
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panied by considerable bleeding. The attendant, in order to deliver
the placenta, made traction on the cord, and at the same time a nurse
made fundal pressure. The uterus was probably relaxed at this
time, for immediate inversion of the uterus occurred, a portion of
the placenta still remaining attached to the fundus uteri. Fortu-
nately, the physician in charge immediately recognized the serious-
ness of the situation and called for expert advice. Within a few
minutes this was obtained and, with the patient underdeep anesthesia,
reposition ofthe inverted uterus was accomplished. The patient was
treated for shock and the uterus packed. The convalescence was
somewhat stormy for the first four days, after which it was unevent-
ful. Sulphanilamide therapy by mouth was begun shortly after
delivery and continued for one week. The lochia was profuse and
foul for the first few days, but the temperature never exceeded
101.60 and the patient left the hospital on the twelfth day after
admission. Incidently, at the present time this patient is again
pregnant and, inasmuch as the previous inversion was of the violent
or traumatic variety, it has been decided to allow spontaneous labor
to supervene. Had the inversion been of the spontaneous variety,
abdominal section at term should be seriously considered as a means
of delivery.
Two cases of chronic inversion of the uterus have come under the
author's observation. The first of these occurred in 1933 and an
account ofthis case may be found in a previous issue of this Journal.10
The second case was seen in the present year and is here reported.
In the chronic variety simple replacement from below is usually not
possible and attempts to repose the uterus without surgical interven-
tion may result in uterine perforation. The procedures generally
mentioned for the treatment ofinversion of the uterus may be briefly
referred to as:
1. Manual replacement from below by methods described by
D'Errico.3
2. Laparotomy with traction from above, as described by Hunting-
ton et al.8
3. Amputation frombelow, as described byFindley.4
4. Treatment from below by means of the method of KUstner or
Spinelli (described by Graves5).
5. Abdominal hysterotomy by the method of Haultain.7
The first two methods are undoubtedly of great service in the
treatment of the complication when seen in the acute or subacute
stage. In the chronic variety in many instances the tumor mass is
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dense and so fills the vagina that it is with some difficulty that even
the examining fingers can reach the vaginal fornices. This was true
in both instances in the author's experience. The case reported in
1933 was first seen four days after delivery. Although attempts
to restore the position ofthe uterus from below were made, no result
was obtained. Accordingly, laparotomy was performed. Attempts
to replace the uterus gradually by means of Allis damps, after the
method of Huntington, were without success. In order to gain
room the peritoneal reflection ofthebladderwas divided transversely
and stripped downward from the anterior border of the muscular
cervical ring. The contraction ring was now divided anteriorly with
scissors, after which reposition of the uterus was easily accomplished,
and a supravaginal hysterectomy was performed. The description
of this procedure is here outlined because this identical method of
reposition has been described recently as a new procedure.9
The second case of chronic inversion of the uterus was first seen
by the author in the wards of the New Haven Hospital on Feb. 5,
1942. The essential history is as follows. The patient, a 24-year-
old white para III was delivered normally of a full-term infant on
December 26, 1941, in a nearby private hospital. Many details of
her stay in that institution are obscure, but according to the history
the uterus became inverted immediately following delivery, after
which she received a transfusion. She remained at this hospital for
13 days, and then returned home, where she remained in bed. On
January 31st she had considerable bleeding, which recurred on
February 3rd. At this time she was packed vaginally and advised
by a consultant to enter the New Haven Hospital. She arrived at
the hospital at 6:30 P. M. February 4th. On examination the patient
was obviously anemic and considerably prostrated. Her red cell
count was 2,350,000 with hemoglobin 7.5 gm. Abdominal exami-
nation showed tenderness over the lower part and no fundus uteri
was palpated. Pelvic examination revealed a rounded hard mass
filling the upper vagina, granular in appearance, grayish-pink in
color, and moderately tender. Her temperature on admission was
1000, pulse 100, and respirations 24.
Shortly after admission she was transfused with 500 cc. of whole
blood and given sulfathiazole by mouth. In addition she was given
a hot saline douche, to which were added 5 gm. of sulfathiazole. It
was felt that nothing surgical should be done until a proper blood
level ofsulfathiazole had been established. During the next 24 hours
the transfusion (500 cc.) and the vaginal douche were repeated.
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On February 6th the patient was subjected to laparotomy, at
which time the classical intra-abdominal appearance of the lesion
was seen. Because of the existing infection and the necrotic appear-
ance of the endometrium as seen on vaginal inspection, it had been
previously decided to remove the uterus. For this reason, in order
to save time, the cervix was incised posteriorly according to the
method of Haultain. It was necessary to extend this incision into
the wall of the uterus because the existing fibrosis made reposition
difficult. However, this was accomplished and supravaginal hyster-
ectomy was performed in the usual manner. Drainage was not
instituted, but sulfathiazole powder was sprinkled over the field of
operation in the lower abdomen. Closure was made in the usual
manner.
Following operation supportive treatment included the admin-
istration of sulfathiazole by mouth, 1 gm. every 4 hours. The
course of convalescence was not unduly complicated and the temper-
ature remained at normal after the ninth day. Further complica-
tions are not expected.
In speaking of chemotherapy in this connection DeLee2 has
recently stated, "I have not used it, but sulphanilamide locally and
prophylactically before operation would seem advisable." The fact
that this procedure was carried out in the present instance may have
had a considerable influence in the successful outcome.
In conclusion, it seems necessary to reiterate that inversion of
the uterus can and does occur and that attempts to abrogate normal
physiology by hurried and ill-advised procedures aimed to shorten
the third stage of labor will certainly increase its incidence.
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